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BRAKEBILL NURSING HOME INC. KR LRIKE
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N 002 1200-8-6 No Deficiencies | N 002
This Rule is not met as evidenced by: !
During the investigation of complaint #29502, !
conducted at Brakebill Nursing Home on March : !
27, 2012 no deficient practices were cited under
Chapter 1200-8-6, Standards for Nursing Homes. ]
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